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‘ ¥ 204 Discharge
F 000 INITIAL COMMENTS F 000 planning
This report is the resuit of an unnannounced . Resident #1 no longer
compiaint investigation conducted at Life Care resides in the facility.
Center of Richland on 10/09/2013. A sample of 2. Residents are at risk for this
five residents was selected from a census of 78 failed practice and Staff
| residents. The sampte included five former Metmnber B. Staff Member C
and/or discharged resident. and licensed nurses have been
educated on discharge
The investigation was conducted by: plannimg including family
netification/support,
I_ R.N. arrangements for home health
_ and /or nursing care,
The investigator is from: 3. Licensed nurses have been
educated on discharge
Depariment of Social & Health Services planning including family
Aging and Long Term Support Administration notification/support,
Residential Care Services, District 1 Unit C arrangements for home heaith
- 3611 River Road, Suite 200 and for nursing care,
Yakima, WA 98902 4. The Interdisciplinary
Management Team has
Telephone (509) 225-2800 mitiated weekly discharge
; Fax (509) 574-5597 meetings to discuss discharge
. o planning including family
gf // . ) ) notification/support.
: - e - A arrangements for home health
/ i f/// / /é;%/é? - // (,/J// o7 = and ff;r nursing care needs.
A TS P - . “ . s .
¢ 3. Social Services will audit
Regidential Care Seplices Date discharges to include Family
F 204 | 483.12(a)}(7) PREPARATION FOR F 204 notification/support,
$8=D  SAFE/ORDERLY TRANSFER/DISCHRG arrangements for home health
and/or nursing care needs.
A facility must provide sufficient preparation and 6. Findings from the audits will
orientation to residents to ensure safe be reviewed at Pl times 3
and orderly transfer or discharge from the facility, months and as needed going
; forward.
| In the case of facifity closure, the individual who is 7. ED/DNS to ensure compliance
the administrator of the facility must provide 8. Date of compliance Nayempas
written notification prior to the impending closure ﬁiz(}m,
| :
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Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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foliowing the date of survey whether or not a plan of correcticn is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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program participation.

FORM CMS-2867(02-99) Previous Versions Obsolete

Event 1D: UMBY11

Facifity 1D: WA20500

If continuation sheet Page 1of5




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/17/2013
FORM APPROVED
OMB NO. 0938-0391

to the State Survey Agency the State LTC
ombudsman, residents of the facility, and the
legal representatives of the residents or other
respansible parties, as well as the plan for the
transfer and adequate relocation of the residents,
as required at §483.75(r).

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the facility
failed to ensure a safe and orderly fransfer for
one of five residents (#1) in the sample. This
failure resulted in the resident discharging o her
own home without family notification/support,
without arrangements for home health and/or
nursing care for her indwelling catheter thus
placing her at risk for potential harm. Findings
included:

Resident #1. The resident had multiple
diagnoses including general muscle weakness,
difficulty walking, arthritis, and poor vision,

Additionally, she had an indwelling catheter. She

used an electric wheelchair for most of her
locomotion.

Progress notes, dated 08/22/2013 through
08/31/2013 (the day of her discharge),
documented the resident had been alert and
oriented but had an ongoing presence of mild
confusion,

interviewed on 10/09/2013 the resident stated
she admitted to the facility (Facility A} on
/2013 for rehabilitation and intended {o stay

only as long as it took to switch her insurance to a

provider that aliowed her to transfer to Facility B,
located next {o her apartment, {o continue
rehabilitation. She stated her insurance coverage
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| director, Staff Member A, stated she would
- normally plan all discharges from the facility and
typically they were not weekend discharges. The

. 08/31/2013. It had been tentatively set for the
following week; Facility B had been working with

Continued From page 2

ended at the facility on -201 3, a Saturday,
and she had been, "panicking” because she
couldn't pay for her care on her own. She had :
not heard from her family as the weekend started
and she had not heard from the facility staff
stating anything about when she was moving to
Facility B, so she {ook matters into her hands.

The resident stated she went to the nurse on duty
on 08/29/2013 and told her she was moving to
Facility B on the 08/31/2013 as that was the day
her insurance was being transferred. "They
arranged the ride for me so | got ready.” Then,
two days later, on 08/31/2013 she wentto a
different nurse on duty and told her she was
teaving that day when her ride arrived. That
nurse assisted her to leave the facility.

On 10/09/2013 the facility's social services

resident’s family had been working with her on a
planned discharge and the process was moving
forward; however, it had not been planned for

her on a date. She stated the resident had been
involved in the process. Staff Member A had
been out of the facility on 08/28/2013 through the
long weekend and had not been made aware of
the resident planning her own fransportation to
Facility B on 08/31/2013.

On 10/09/2013, a Licensed Nurse, Staff Member
B stated she had been told by the residenton -
08/29/2013 of the need for transportation and had
arranged the ride for her. She stated she knew
the resident and her family and been working on

F 204

i
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a discharge so when the resident asked herto | ;
arrange the ride and the resident said she wouid |
pay for it she went ahead and called to make the {
arrangements. :

On 10/09/2013, a Licensed Nurse, Staff Member
C stated, "we don't typically discharge residents |
on the weekends, so when {resident name) came ¢
up to me first thing on Sunday morning and said
she was leaving that day | tried to get everything
ready as fast as | could." The doctor happened to
be here, so, " told him she was leaving.” There | i
were no discharge documents. "l had to {ili them i
all out myself, that ' s not usualiy how we do it." "l
think 1 must have cailled {Facility B) but | can't
remember." (The staff member searched in the ‘
‘ residents chart and could not find documentation |
of any phone communication to Facility B on that
day). She stated she had tried to contact the I
family member that day but, "didn't get an answer | |
from her." i

On 10/09/2013 Facility B ' s representative stated | |
they had not planned to admit and there were no

doctor ' s orders to admit. They talked with the
driver after the resident arrived and told him io
take her back to Facility A.

The resident stated she directed the driver to take
her to her apartment and not back to the facility

{Facility A). When she arrived at her apartment

she was locked out and had to wait approximately i
one and half hours for the maintenance man to 1
let her in. Additionally, she stated she had called |
911 to assist her in emptying her catheter bagas
' she had no idea how to manage it on her own. ! i
| Fortunately, she had prescribed medications, { |
| including pain medications, at home. | ‘
i | i

!
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The facility falled to ensure the resident had a
safe and coordinated discharge. This failure
placed the resident at the potential for harm due
to the potential for pain, bladder/kidney infection
and potential harm for falls secondary o her
general weakness and need for rehabilitation.
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